believe that the evidence is now so strong that operation should be advised in many patients with proximal stenosis of two or three major coronary arteries even when symptoms are not pressing. Good results are related to continued graft patency; persisting angina after operation may be due to early graft occlusion or to the presence of ungrafted but stenosed vessels, but late recurrence of angina is as likely to be due to progression of native disease as to late graft occlusion, though this may occur as a result of the development of atherosclerotic changes in the vein graft. Reoperation is feasible in selected cases but less likely to be successful than primary operation.
M Honey
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References Balc:on R, Honey M, Rickards A F et at. (1974 ) British Heart Journal 36, 841-853 Brooks N, Honey M, Cattell M et al. (1979 ) British Hearl Journal 42, 333-338 Brooks N, Warnes C, Cattell M et al, (1981 ) British Hearl Journal 45, 35-41 Donaldson R M, Honey M, Sturridge M F et al, (1978 ) British Heart Journal 40, 1200 -1204 European Coronary Surgery Study Group (1980 Prosthetic dentistry today 1 About ten years ago, current clinical dental terminology defined prosthetic dentistry as 'The branch of dental art and science pertaining to the restoration and maintenance of oral function by the replacement of missing teeth and structures by artificial devices'. This cumbersome and somewhat unappetizing definition may appear to cover all branches of restorative dentistry, yet the word 'prevention' is noticeable by its absence. To talk of prosthetic dentistry and preventive measures in the same breath may have appeared to some like preaching preventive medicine to a group of forensic pathologists; but times have changed. However, even a quarter of a century ago DeVan (1952) was stressing the overriding importance of preserving the remaining dentition, and nowadays the dental hygienist is an important member of the prosthodontic team. In medicine, the greatest improvement in the health of communities has resulted. from preventive measures rather than treatment of individual patients. We look forward to similar developments in dentistry, but for the foreseeable future treatment of individual patients is likely to form a major part of dental practice. .
If we take the report of the Chief Medical Officer of the DHSS, we can see that the number of men over 65 and women over 60 was just under eight million in 1975 and this figure is projected to rise to nearly ten million next year. Beal & Dowell (1977) have shown that the ratio of edentulous patients within a specific age range is slowly dropping, thus suggesting that a subtle change in the type of prosthodontic practice may develop. But what of the younger patients? Here, increasing numbers of patients are referred with problems of malocclusion, temperomandibular joint pain dysfunction syndrome, or abnormal wear facets. The pattern of the problem does not seem to be changing, merely the accuracy of diagnosis and the realization that prosthodontics can help. Over the last century, prosthodontists were in the forefront of those taking an interest in dental occlusion, but were just remarkably slow in grasping the differences between the varying problems presented by the dentate, partially dentate, and edentulous mouth.
Prosthetic dentistry used to be recommended as a specialty for those 'with a good pair of hands'. This 'left-handed' compliment often implied that the main attributes of the person concerned were to be found below the neck. Those days are over. The misconception about prosthetic dentistry probably stems from undergraduate education which so often had to be compartmentalized. As Mark Twain said of education, 'Soap and education are not as sudden as a massacre but more deadly in the long run'. Indeed he had a point!
The need to produce university graduates who are competent dental practitioners highlights the problems facing educators, but there appears to be a mistaken notion among some that knowledge and expertise are mutually exclusive. Rather than elaborate, it is appropriate simply to state five points with which today's graduating student should be familiar: (I) the patients' individual problems; (2) the oral environment; (3) the physical properties of dental materials; (4) the importance of clinical expertise; (5) the necessity to update knowledge.
. The role of periodontal mechanoreceptors is now becoming better appreciated. It seems that a prime role of the mechanoreceptors may be their ability to signal information about occlusal pressures to more central destinations, thereby acting as a load limiter. It is likely that the ,fj 1981 The Royal Society of Medicine Journal of the Royal Society of Medicine Volume 74 April 1981 241 feedback provided by these mechanoreceptors would be valuable as the varying form of the chewing stroke, the changing nature of interocclusal forces and the altering position of the food bolus in mastication all highlight the requirements of a neural control mechanism.
The advent of electromagnetic sensors to detect jaw movement, together with microprocessors that analyse them, has removed a great deal of the dogma and guesswork from these studies (Hannam et al. 1980) . The effect of altering a patient's occlusion can now be measured, but of course the prime reason for restoring missing teeth is still aesthetics. An understanding of the physical properties of the materials is helpful in choosing the material of the occlusal surface of the tooth as well as the shape. While the fixed prosthesis will normally be the restoration of choice for small bounded spaces, it is not normally possible to incorporate artificial mucosa. The removable restoration, on the other hand, allows considerable versatility in planning the treatment, arrangement of teeth in all three planes, and of course it can provide additional support from the mucosa when necessary. The complications are considerable and concern not just the aesthetic problems of the abutment denture interface, but those of the entire arcade of teeth. Nothing highlights these problems as well as those involved in restoring a distal extension space. Modern endodontic techniques have reduced the number of restorations of this type that need to be made by providing that all-important distal abutment. Where this abutment is missing the problems can be resolved into those of providing support for the prosthesis and retention.
Support
The entirely tooth-supported cantilevered fixed restoration is neat and may be useful where an opposing complete denture is concerned. When natural teeth are in opposition the loads applied can be considerable. Surveys have shown that this type of prosthesis, particularly for the lower jaw, is prone to dislodgement due partly to the lingual inclination of the displacing forces (Schweitzer et al. 1968 , Henderson et al. 1970 . Support from implants has aroused interest. Johns (1976) has pointed out that support must be gained from the external surface of underlying bone or from a bony crevice in the cancellous bone; any load that is applied will have to be transmitted across a tissue-implant interface. . Despite optimistic claims to the contrary, there is little to suggest that intraosseous or subperiosteal implants are surrounded by anything other than fibrous tissues. However, the presence of a periodontal ligament for support may be unnecessary if loads remain within the physio-logical limits of the surrounding bone. Experiments with porous materials that increase the surface of the interface may result in bone deposition within the implant. The major problem rests with the region of transition from internal to external environment. There is little doubt that results appearing clinically satisfactory can be achieved, but the bulk of evidence suggests that the epithelium will succeed in exfoliating the implant. While the implant may well help with distal-extension problems in the future, its use at the moment should be considered experimental. One can only look forward to the fruits of research.
The majority of restorations therefore require support from both teeth and mucosa. A wellpositioned occlusal rest will apply loads along the long axis of the tooth. Whereas the mesially placed occlusal rest has many advantages, the distally placed occlusal rest loses much of its torquing effect once it is apically positioned in the form of a semiprecision or intracoronal attachment.
The role of the periodontal mechanoreceptors should be appreciated. A prime role of the mechanoreceptors is their ability to signal information about interocclusal pressures to more central destinations and thereby act as loadlimiters. The feedback provided by these mechanoreceptors must be valuable, as the variable form of the chewing stroke, the changing nature of interocclusal forces, and the altering position of the food bolus in mastication all highlight the requirement of a neural control mechanism.
Retention
Extravagant and optimistic claims have been made for different types of retainers and the folklore associated with their use. Perhaps the accent was the wrong way round, with too much importance being placed on the gadgets of retention rather than producing a well-supported, stable prosthesis with a precise path of insertion and withdrawal. For most situations the clasp will be the retainer of choice, and recent developments make it possible to produce a neat and effective unit. Nevertheless, there are many occasions where the number or arrangement of the teeth may make the clasp retainer unsightly or ineffective, and it is here that semiprecision or precision attachments are indicated (Preiske1 '1979) .
Semiprecision retainers require no buccal retaining arms -a bonus for appearance. Intermediate between clasp and precision attachments, semiprecision retainers are relatively simple to use and provide effective retention. Intracoronal precision attachments have proved successful for over seven decades. They require adequate vertical and buccolingual space, exacting clinical skills, and technical expertise. The patient must have reasonable manual dexterity. Maintenance is relatively simple. Among the numerous applications is the restoration of the unilateral distal-extension space. Intracoronal attachments can be placed adjacent to the denture base and in a pontic on the contralateral side.
Extracoronal attachments are not quite so demanding of buccolingual space, nor of the patient's manual dexterity (Preiskel 1979) . While many of the attachments allow degrees of play that complicate clinical techniques, they provide excellent retention for long periods. Comparatively rigid extracoronal attachments tend to occupy more space, but those with parallel sides may be used in conjunction with contralateral intracoronal attachments. With extracoronal attachments it is particularly important that the problems of maintenance and plaque control be known by both patient and dentist.
These problems can be compounded when a fixed prosthesis and a removable restoration are to be made together. It is not just the contours of the abutments that must be designed together, but also the occlusal surfaces. After all, it is pointless producing a complex restoration that merely serves to dislodge the prosthesis in the opposing jaw.
Overdentures
There is little new about covering remaining roots of the denture, but the technique is gaining far wider acceptance. Tallgren (1972) has shown the drastically reduced resorption in ridges where roots have remained, while the physiological benefits of mechanoreceptors in the periodontal ligaments are self-apparent. Where adequate bone remains and sufficient vertical and buccal lingual space is available, stud or bar retainers may be used to provide additional retention and stability for a complete overdenture. This philosophy can be taken a step further where there are rather more teeth remaining to produce telescopic restorations. The versatility allowed by telescopic, bar and stud retainers makes them useful for obturators and a wider variety of prosthodontic problems.
Prosthodontics today has developed into a science as well as an art. A broad-based education and an understanding of patients' individual problems are essential to the clinician but will be of little avail if he is unable to carry out the task with which he is confronted. All the signs are that the clinical expertise required of practitioners is likely to increase and this will need to be reflected in their training.
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